Penetrating injuries violating the tympanic membrane and resulting in middle ear trauma may cause minor temporary symptoms or signifi cant debilitation. Knowledge of the anatomy of the middle and inner ear is vital to proper diagnosis and appropriate treatment of these injuries. Here we report a case of facial nerve paralysis following transtympanic penetrating middle ear trauma, a situation that has been rarely reported in the literature.
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A 26-year-old woman presented to our outpatient department with unilateral complete facial nerve paralysis and severe hearing loss. One day earlier, she had experienced transtympanic penetrating middle ear trauma when she had fallen and a long earring had pushed into her left external auditory canal. Approximately 6 hours aft er the trauma, she had noticed the onset of facial nerve weakness, subsequently progressing to complete paralysis.
Physical examination revealed a 40% superior tympanic membrane perforation, a posterior canal laceration, and a House-Brackmann grade VI paralysis. Initial tuning fork examination was consistent with a conductive hearing loss. Audiometry was performed, confi rming a 60-dB left -sided conductive hearing loss.
High-resolution computed tomography (CT) of the temporal bones showed signifi cant ossicular displacement; no evidence of a fracture or penetrating bony spicule involving the tympanic segment of the facial nerve was found (fi gure).
High-dose oral steroid therapy was initiated with a dose of 1 mg/kg/day of oral prednisone. Four days after the initial trauma, the patient showed no improvement in facial motion, but 8 days later, her facial nerve Continued from page 510 eurysms in that true aneurysms are an abnormal dilatation or ballooning of the artery, containing all three normal layers of the vessel wall (endothelium, media, and adventitia). 1 Pseudoaneurysms can occur on any artery in the body, including the aorta, femoral artery, carotid, and intracranial arteries. Carotid pseudoaneurysms in the neck are of particular concern as they arise from the carotid arteries and impair blood fl ow by compressing adjacent structures within the neck. Complications can be signifi cant if they are not treated promptly. Carotid pseudoaneurysms most commonly occur aft er trauma to the carotid space, such as injuries sustained in motor vehicle accidents, gunshot wounds, iatrogenic procedures, or injections into the neck, including the injection of illicit drugs. [1] [2] [3] Rarely, they also can arise from infl ammatory or infectious processes in neck, as occurred in our patient. 4 Carotid pseudoaneurysms can be diagnosed by computed tomography (CT) and/or ultrasound imaging as a blood collection/hematoma arising from the carotid vessel with signifi cant mass eff ect compromising the adjacent neck structures, including airways. 1 Th ey have been treated in the past with open surgical repair, but endovascular procedures-such as percutaneous angioplasty, stenting, and coil embolizationhave gained favor as they are less invasive. 5, 6 Clinicians must maintain a high index of suspicion for a carotid pseudoaneurysm forming in a rapidly enlarging neck mass in individuals with the abovementioned risks.
function had improved to a House-Brackmann grade IV. She did not return for further follow-up visits.
Th is case represents a rarely reported sequela of penetrating middle ear injury-facial paralysis. [1] [2] [3] Direct trauma from the earring itself or displacement of the incus into the tympanic segment of the facial nerve likely led to the development of edema and subsequent delayed-onset paralysis. No specifi c management guidelines are available for this type of injury, so we followed a typical strategy for facial paralysis secondary to temporal bone fractures. Because the paralysis was delayed in onset and the CT showed no gross abnormalities of the nerve, we proceeded with conservative management, including high-dose steroid therapy.
Common causes of penetrating middle ear trauma include foreign bodies, thermal injuries (e.g., slag burns), and blast injuries. 1 Complications to consider are tympanic membrane perforations, hearing loss and tinnitus, vertigo, otorrhea, ossicular injury, perilymph fi stula, delayed cholesteatoma formation, and facial nerve injury. Perforating trauma to the posterosuperior quadrant of the tympanic membrane specifi cally places a number of middle ear structures at risk-including all three ossicles, the facial nerve, and the oval window-because of their anatomic alignment. Dislocation at the malleoincudal articulation, incudostapedial joint, or both is possible and commonly occurs. Th e concomitant facial nerve injury described here is a rare event but should be kept in mind as a possible fi nding and treated aggressively. Management should be similar to that for facial paralysis secondary to temporal bone fractures from external forces.
